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In each of these anecdotes, the victim experienced a witnessed sudden cardiac arrest (SCA) due to diverse causes, eg, coronary artery disease, dilated cardiomyopathy, and Wolff-Parkinson-White syndrome. However, the immediate projected outcome for each victim is markedly different, not just because of the different underlying cardiac problem, but because of where the cardiac arrest occurred. A.B., who had a SCA episode in a Las Vegas casino, 1 and C.D., who experienced the event on a transatlantic flight, 2 both have an excellent chance, probably Ͼ50%, of being resuscitated and living to hospital discharge. Unfortunately, E.F, who had the event at home (where, ironically, Ն75% of SCAs occur), 3, 4 has a dismal outlook, despite being young and having a structurally normal heart. His chance of leaving the hospital alive is probably only in the range of 3% to 5%. In some cities, which focus major initiatives on such victims, with intense civilian rescue training and strategic deployment of automated external defibrillators (AEDs), survival may be as high as 15%. 5 However, generally these cities do not achieve the survival rates reported in the airplane and casino studies. The survival disparity has to do with the time elapsed before beginning effective resuscitation procedures and delivering the life-restoring shock that terminates the ventricular tachyarrhythmia.
In the present issue of Circulation, Rea et al 5 present important information indicating that early cardiopulmonary resuscitation (CPR), provided by bystanders with dispatcher assistance, improves the survival of out-of-hospital SCA victims. Using survival-to-hospital discharge as the outcome measure, dispatcher-assisted bystander CPR was associated with an Ϸ50% improvement in the survival odds compared with the survival of those victims who received no CPR before the arrival of emergency medical services (EMS). The mean time from collapse of witnessed arrests to starting CPR for the dispatcher-assisted bystander CPR group was Ϸ1 minute longer than for the bystander CPR group without dispatcher assistance. However, the survival difference between dispatcher-assisted CPR and bystander CPR without
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From the Krannert Institute of Cardiology, Indiana University School of Medicine, Indianapolis.dispatcher assistance that was present when basic life support response time was Յ4 minutes disappeared when the basic life support response time exceeded 5 minutes. Overall survival was 15.1%. The authors conclude that dispatcherassisted bystander CPR increased the proportion of arrest victims who received bystander CPR by 25%, and they postulate that such a response could save thousands of lives annually.
Interestingly, in the group that received no bystander CPR (44.1%), most of the cardiac arrests (80.8%) occurred in the home. This was similar to the dispatcher-assisted bystander CPR group (25.7%), in which 93.6% of the SCAs occurred in the home. In contrast, in the group receiving bystander CPR without dispatcher assistance (32%), only 38.3% of the arrests occurred in the home; 34.6% of the SCAs occurred in public places, and 22.7% occurred in medical clinics and nursing facilities. These data suggest that a SCA victim is more likely to receive CPR in places outside the home, despite the fact that the majority of SCAs occur in the home. It is also important to note that the recent guidelines of the American Heart Association recommend that dispatcher instruction of untrained bystanders be limited to chest compression only and exclude ventilations. 6 This simplification is designed to increase the proportion of SCA victims who also receive bystander CPR and to decrease the interval required to institute CPR. Bystander CPR with only chest compression seems to be as effective as bystander CPR with ventilation and chest compression in an adult SCA of relatively short duration (average response interval, 4 minutes). 7 Whether this effect extends to longer durations of bystander CPR typical of most out-of-hospital SCAs is uncertain.
From these observations of Rea et al 5 in a cohort of Ͼ7000 SCA victims accumulated between 1983 and 2000, one can conclude that the more rapid delivery of CPR, even when dispatcher assisted, improves survival from out-of-hospital SCA. From their data, however, it would seem that a particular focus of the effort should be for victims in the home. 3, 4 How to do it effectively and economically is problematic for at least 2 reasons: (1) the SCA may be more apt to go unwitnessed in the home and, (2) even if it is witnessed, the arrival of a rescue team that can deliver a shock from an AED make take a long time. After all, although CPR is important, it merely delays death, whereas a defibrillating shock restores life. 8 In an editorial I wrote on the cost-effectiveness of implantable cardioverter defibrillators, 9 I presented an example of a patient with SCA resuscitated so quickly with an AED that he wanted to continue watching the football game in which his son was playing and not be taken to the hospital. I suggested that we needed to make AEDs as available as fire extinguishers, as I had published in an article almost 10 years ago, 10 and that such an approach offered an incredible return on the investment. (As an aside, in that article 10 I also suggested that we begin teaching the basics about CPR as a mandatory course in public safety or health class in each of the last 4 years of high school to increase the pool of individuals capable of delivering such emergency care.) The US Senate Health, Education, Labor, and Pensions Committee recently passed by voice vote the Teaching Children Saves Lives Act, which would provide schools with $30 million over 3 years to teach children CPR. Although I readily acknowledge that we may not have data to support such an expansive deployment of AEDs, which could be quite an expensive proposition if the number of "saves" are relatively small per AED, I would suggest that we have little choice if we are going to try to limit the toll from SCA. One life saved that would otherwise have been lost represents, in my estimation, an "incredible return on the investment," even if it is costly. Data from such studies as the Public Access Defibrillation trial, which is supported by the American Heart Association, the National Heart, Lung, and Blood Institute, and industry, may provide help in choosing how best to deploy the AEDs.
However, there are now abundant data to support the notion that the earlier CPR and an effective shock can be administered, the greater the likelihood that the victim will survive the SCA. 11 We need to come up with new scenarios to make this happen in the home, because immediate CPR and an AED shock still represent our best approach to the victim experiencing SCA. We lack the tools to identify most people at risk before the SCA with a degree of accuracy sufficient to warrant major therapeutic interventions, such as implantation of an implantable cardiac defibrillator. Although progress has been made with studies such as the Multicenter Automatic Defibrillator Implantation Trial (MADIT) 12 and the Multicenter Unsustained Tachycardia Trial (MUSTT) 13 to identify the individual at risk for SCA and efforts continue in the primary prevention of SCA, we must use our available resources to maximize our rescue of victims of SCA, including those not previously identified as having high risk.
I suggested an approach recently that I called the "Save a Victim Everywhere" (SAVE) program. 14 It is based on 2 public initiatives that have been effective in the United States for many years, the Volunteer Firemen and the Neighborhood Watch programs. Volunteers who comprise the Volunteer Firemen respond to a wide array of emergencies every day as a first line of defense against fires, emergency medical incidents, and disasters. It is estimated that they save localities across the United States almost $37 million yearly. The well-known Neighborhood Watch programs, which are adopted by many communities to protect their residents from crime, enroll Ͼ30 million people nationwide. Neighborhoods cite a major reduction in crime after initiating such a program.
We could capitalize on such initiatives with SAVE. For example, we could have teams of neighbors trained to administer CPR and to deliver a shock with an AED that is strategically placed in selected homes throughout the neighborhood. A heart watch team with an AED could be centralized in the middle of several blocks or streets, depending on the community's configuration and density, or distributed on various floors of high-rise apartments, or otherwise dispensed in concentrated areas of population. Then, when the 911 dispatch center receives a cardiac distress call, the call would immediately be shunted to both the paramedics and the nearest heart watch team. In the scenario for E.F. above, his home is so far out of town that even if the police set out for his farm immediately, it might take at least 7 or 8 minutes to arrive, while a neighbor might be there in Ͻ4 minutes. And, in those precious minutes, the neighbor could have used the
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Neighborhood Heart Watch Program 2507 AED to save E.F.'s life. We have found, for example, that simply equipping police cars with AEDs did not improve out-of-hospital cardiac arrest survival in suburban and rural Indiana, in part due to limited response by police and to the long distances they had to travel to reach the victim. 15 Others have improved survival by having AEDs deployed in police cars. 16 I think we need to take action now to help the SCA victim in the home by creating new ways to enable the speedy delivery of CPR and a shock from an AED. The best approach to that problem would be to have more people capable of delivering CPR (hence, training in high school) and to create ways of delivering CPR and AED treatment rapidly (hence, the neighborhood heart watch concept and SAVE). The SAVE concept should be tested in the future.
